The authors report their 
INTRODUCTION
Recent studies show that accidental surgical lesions of the biliary ducts occur in 0.2% of open cholecystectomies [1, 2] and that this percentage is higher with the laparoscopic technique [3, 4] . These lesions can result in bile peritonitis, biliary fistula, biliary tract strictures or an association of these complications.
Repeated surgical procedures at the hepatic hilum makes the treatment of biliary strictures a great challenge, especially the higher ones, demanding skill and experience from the surgeon.
Many surgical procedures have been described to treat these lesions [5] [6] [7] [8] , but the limited number of cases treated by the same surgeon makes the standardization of the reconstruction technique difficult. The classification of the biliary strictures proposed by Bismuth [9] has been adopted to describe these lesions. However, the important of its use in choosing the treatment has not been emphasized. This Patients were grouped according to the location of the stricture as described by Bismuth [9] (Fig. 1 Cholecystectomy and exploration of thebiliary ducts 8 20 Cholecystectomy and choledochoduodenostomy 2 5 Cholecystectomy and hepaticojejunostomy 1 3 Cholecystectomy and hepaticoduodenostomy 1 3 
FIGURE
Distribution of the 39 patients according to the [6] , one of which subsequently strictured and was repaired by Longmire's intrahepatic cholangiojejeunostomy [7] . The [24] showed that the arterial supply of the supraduodenal duct is axial, with the main vessels being located at the 3 o'clock and 9 o' clock positions along the lateral and medial borders of the duct. These vessels are easily damaged, and there are reported cases confirming as ischemic basis for biliary strictures [25] . In order to avoid ischemic lesions, some authors advise minimum dissection of the proximal bile duct stump during reconstruction [5;26] .
Thirty-three of 39 cases of the present series were investigated radiologically by percutaneous transhepatic cholangiography (PTC). This is considered the method of choice for radiological investigation in this setting because ensues visualization of the stricture location and the anatomy of the proximal ducts [10, 12] . In addition, placing a catheter during the procedure allows preoperative external biliary drainage and facilitates intraoperative location of the bile duct proximal to the obstruction [10, 13, 27] .
Transanastomotic tubes have been used by the vast majority of authors [5, 8, 10, 13, 22, 23, [28] [29] [30] [31] , although some use them selectively [9, 11, 12] . How long tubes should be kept in place is controversial. In general, it is recommended to maintain tubes for 3 to 6 months. In most complex cases, up to 12 months of stenting can be necessary [22, 32, 33] . The authors who use stents selectively consider that they are unnecessary if a tension-free anastomosis with wide stoma and good blood supply is accomplished. However, they use tubes in case of higher and more complex strictures, specially those with unsuccessful previous repairs. In this study, transanastomotic tubes were used selectively and were preferentially exteriorized through the excluded jejunal loop (like a Witzel jejunostomy) (Fig. 3) , and exceptionally by the transhepatic route (Fig. 4) . Data from this study (and other studies in which the selective use of tubes is adopted) don't permit valid conclusions concerning the influence of stents in outcome, since they were used only in complicated cases. [14, [19] [20] [21] . During the operative repair, some principles of biliary reconstruction must be kept in mind, such as the importance of performing a wide tension-free anastomosis with mucosa-mucosa apposition in all circumference and with a good blood supply [26, 27] .
